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DEFICIENCY)
Z 000, #nitial Comments 2000
i Public Notice and Disclalmer:
This Statement of Deficiencies was generated as This plsn of correction is signed and
a result of complaint investigation conducted in submitted as required under State aw.
your facility on 3/10/10, in accordance with The signing and ‘"’;ﬁ’mﬁ"fbf,"’; plan
g:;?ig::\fg:ng::ﬁ:jtﬁig;de' Chapter 448, part of Deimar Gardens of Green Valley
g. {‘facility”y as to the accuracy of the
) ] surveyors findings or the oconclusions
Complaint #Nv00024 155 was substantiated with drawn there from. The pian of correction
a deficiency cited. (See Tag Z230) does not constitite an admission on the
part of the facility that the Rndings cited
A Plan of Correction (POC) must be submitted. are accurate, thet the findings constitute @ |
The POC must relate to the care of all patients deficiency or the scope and severty |
and prevent such oceumences in the future. The regarding any of the deficiencies cited is
intended completion dates and the mechanism(s) correatly applied.
gzt;lg:zgzg to assure ongaing compliance must Any chenges lo facility policies and
: procedureg shall be considered o be
o . ) subsequent remedial measures as thet
. Monitoring visits may be imposed to ensure concept is applied in Rule 407 of the
on-going compliance with regulatory Feders! Rules of Evidence and NRS
reguirements. 48.095 and shail he inadmissible in any
proceeding on that basis.
The findings and conclusions of any investigation . .
by the Health Division shall not be construed as The facillty submits this pian of cotrection
prohibiting any criminal or civil investigations, with fhe Jention thef it r;"f:,’ e
actions or other claims for relief that may be :egu,amm m,,;v or c’:,m,na, gnm agains};
available to any party under applicable federal, the facility or any employee, agent, officer,
state or local laws. director or shareholder of the facilily
2230 NAC 449.74469 Standards of Care 2230 Do fo the nature of the reporting system
85=D that the Bureau of Heglth Care Quality and
| e ; : ; Compliance is required o utilize many of
. Aaf;:mtynfg: esg:ﬁ? m::smg s_ha|l roglde o each the reports that the facility volunterily
P \ llity the services and treatment submits for review are categorized as
that are necessary to attain and maintain the complaints and thus are included with any
patient's highast practicable physical, mental and actual “complaints” for review. This may
psychosocial well-baing, In accordance with the mean that the number of actual complainis
comprehensive assessment conducted pursuant noted is not truly represented and is
to NAC 449.74433 and the plan of care overstated.
developed pursuant to NAC 449,74439,
Plan of Correction Begins on Next Page
It deflciancles are cited, an approved plan of correction must be returned withih 10 days after receipt of this statement of deficiencles.
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Z230} Caontinued From page 1 Z230
This Regulation is not met as evidenced by:
Based on interview and record review, the facility ?ﬁ&ﬂﬁmﬂ'mm to promote the services
failed to obtain an order for pain medication for and trestment that are necessary o attain and
multiple complaints of pain in the left hip for 1 of § maintain the highest practicable physical,
resident.
Severity: 2 Scope: 1 Resident #1: Residert no longer resides in
facility.
The RN/Stff Development Coordinator and
Therapy Director will re-ingervice ficansed
nursing and therapy staff on the facility
i pracedure for pain control which includesz
assessment and maintenance of pain contral as
well as obigining physician orders for pain
medication. Residerts with complainis of paln |
will be documented on the 24-hour Nursing |

Report.

| The Director of Nursing or designee will conduct |
1 . tandom audits of nursing documentation and |
) core as it relstes to the assessment and
maintenance of pain contral during routine daily
rounds, |

The Dirastar of Nursing will report findings to
the QA Committee.

Completion date: April 1, 2010
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